INTRODUCTION
Treatment of open fractures by early stabilization (internal/external) after debride-ment is a controversial subject. It runs counter to traditional approach and teaching of treating soft tissues first and dealing with the bone secondarily 1, 2 . Often in developing countries like Nigeria the cautionary aphorism of treating open fracture open is often ignored in most emergency rooms either because of non-availability or paucity of sterile materials for regular wound care. Sometimes the added cost of hospitalisation needed for regular dressings to render the wound clean and safe for eventual closure may be unaffordable to the patient. Hence, primary suturing becomes an attractively regular practice. Open fractures expose the fractures to infection at bed site, In order to give guidance to our casualty officers and orthopaedic residents on the appropriate and cost effective protocol for treating open fractures, we evaluated a structured treatment protocol for the 5 groups or types based on G-A open fractures classification. Our aim was to evaluate the treatment outcome of this structured protocol in terms of soft tissue injury healing and effective fracture stabilization and its suitability for adoption. A total of 41 consecutive patients fulfilled the inclusion criteria and were entered initially. Two patients however, took their discharge against medical advice and so were excluded, leaving 39 patients in the study.
Patients & Methods
Their ages ranged from 20years to 85years with a mean age of 37.1 (SD±13.4) (Fig 2) . 92.5% of the patients were male and all but 5 of the injuries resulted from vehicular accidents (Fig1). Treatment guidelines for these fractures were followed as closely as possible. These included, initial management at A&E comprising of full resuscitation and identification of associated injuries, analgesia, splintage, tetanus prophylaxis, wound swabs for microscopy, parenteral antibiotics and sterile wound dressing followed by plain film radiographs. Subsequent management of the injuries was then carried out strictly in casualty theatre as follows; defects were left open to heal by secondary intention followed by skin coverage (DSTSG or DFL).
b. Fracture Management;
The immediate definitive technique employed for immobilization varied with the associated soft tissue injury and fracture configuration. (Table 2 ) Plaster of Paris, internal fixation and external fixation were used where appropriate. Treatment outcome was analysed on the basis of whether or not primary healing was achieved with each method of treatment. Adjudged successful were cases where the initial method of soft tissue management and fracture fixation resulted in primary healing or eventual healing without resorting to revision surgery. Regarded as failed were cases where healing did not occur primarily and the patient had to undergo one or more revisions to achieve healing. Osseous or fracture healing in this context means union.
Data Analysis
The results were analysed using the statistics program SPSS Version 12. Significant difference was applied when P<0.05.
Result
The sex and age distribution is seen in diagrams 1. The distribution of fractures according to Gustilo (Table I) . Road traffic accidents contributed collectively over 80% of the causes of injury (Table II) .
The various methods adopted for primary soft tissue management are shown in Table  III All the 12 patients who had primary stabilization with Plaster of Paris had successful outcome.
Exofixation succeeded in less than 50% in the 3 cases of type III c and the 3 of III b respectively.
Discussion
The . One of the main finding in this study was the encouraging success rate registered with primary closure following a strict protocol guideline; there was 100% success with type I fractures and 60% success with type II. The success rate compares favorably with similar reports of primary closures 11, 12 and matches the primary closure success rate recorded in elective orthopaedic surgical wounds 13 . In this study however, some forms of type II and III a , recorded only 60% and 22% success respectively with primary closure. The failure rate might be due to possible underestimation of the extent of initial injury in terms of contamination , crushing or viability of the structures underlying the apparently small skin wound (of less than 3cm) at time of closure.
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